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To the Readers of this Special Focus Report:

For the past three years, the Legislative
Commission on Rural Resources has made
a considerable effort to assist state and
local policymakers in discussing issues of
critical importance to rural New Yorkers.
The development of a rural health policy
is one such issue.

Thz Rural Health Symposium held in the
Fall of 1985, which is the subject of this
report, probably wouldn’t have been
possible to organize fiv¢ years ago. But
now, people are starting to take notice and
listen to the needs of rural New Yorkers.

One of the Commission’s foremost publica-
tions was aptly titled “Rural New York in
Transition,” and perhaps one of the best
examples of this transition can be seeir in
the area of health cave. New reimburse-
ment policies, alternative care providers,
new regulations and codes, and public
demand fcr the control of health care costs
and the enhancement of services in
general, are all affecting the delivery of
health serviees in rural areas (and urban
areas as well).

Therefore, the work of thuse attending and
participating in the Rural Health Symposiur
in Cooperstown is of vital importance
today. Their recommendations to improve
health care policy for rural New York
come from years of experience in living in
rural areas and in working in all aspects of
rural health care. Participants certainly
v.7re in agreement on many issues and
strategies since all four symposium groups,
working independently, made some
strikingly similar recommendations.

Work accomplished at Cooperstown has
al-eady surfaced within the legislative
process in the form of a co-sponsored hill
introdueed March 1986 in both houses.
This bill would authorize the commissioner
of health to “establizh pilot projects in
rural areas. . .for the purpose of creating
cooperative service programs and networks
among rural health eare providers.” It
would further authorize the commissioner
to approve pilot project grant awards from
$10.000 to $50,000 annually for as many as
three years.

As we follow the progress of this bill in the
legislature, I fully expect this report to Le
the impetus for ereating other related
proposals, some of which will perhaps not
require legislativc actio™ but rather a
coordination of efforts and ideas. Besides
serving as a resource document for the
individuals and groups represented at the
symposium, this report will be turned over
to Senate and Assembly committees and to
the heads of all imvolved state agencies,
notably the Departments of Health. Social
Services, and Education. It will also be sent
to federal and local officials.

Our Commission, by expanding this debate,
stands in the position of being a moderator
as well as an advocate. Our primary interest
is in seeing the debate channeled into
actions that will enhance the rural health
care system in this state. To this end. we
will continue to help coordinate the flow
of information and the exchange of ideas
on these issues.

Charles D. Cook. Senator

Chairman

Legislative Commission on

Rural Resources

April 1986
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Conference Setting — Coopersiown, N.Y.

As people traveled to the rural health
symposium with social, technological, and
legislative changes in their minds, familiar
autumn changes were in the air. Branches
on the hardwood trees were bare, and
there were hints of winter in the
November clouds.

Coming by highway to Cooperstown means
traveling throvgh parts of rural New York
State. The drive takes one thrnugh long
stretches of isolated farmland with no sign
of the building booms seen in other areas
of the state. In fact there are signs of
poverty amid some of the most beautiful
countryside in America: rolling hills and
fertile valleys, scenic woods, rivers, and
lakes.

Photo Credit Mark Zeek

Miles and miles roll by. Here a farmhouse
and a working farm; there z cluster of
houses in a hamlet. An abandoned farm
with its once sturdy barns and stone walls
crumbling in painfully obvious decay: then
an intersection with a gas station and a
mom-and-pop general store, a post office,
and a blinking yellow traffic light. You
pass a schoolhouse and a volunteer fire
department on occasion, but they are few
and far between, as are the small towns
you pass through, or glimpse in a distant
valley.
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——
“...itis this
unique
variety of
human needs,
geography,
and health
care resources
that partici-
pants at the
conference in
Cooperstown
sought to
address.”

As participants neared Cooperstown,
though, they began to see signs of affluence
— new houses under construction, and
stone walls straight and firm. An opulently
green golf course borders Otsego Lake,
with its marina; and well-known museums
and resorts are prospering. This was the
birthplace of baseba!l and the home of
James Fenimore Cooper, the “Deerslayer.”

You ave suddenly in an idyllic setting, the
crystal lake a sparkling bowl stwrounded
by protective hills; a jewel among many
such settings to be found in rural New
York. Yellow and red leaves still ornament
the hardwood branches in this sheltered
environment. While time has already
passed into the next season in outlying
areas, autumn is still asserting itself in
Cooperstown.

Some conference participants walked
through the village to the lower end of the
lake where the Susquehanna River and the
annual Governor Clinton Canoe Rezgatta
begins, and looked back, to see a scene till
vaguely softened by fall colors. A white
church steeple on the western hillside over-
looks the commumity of well-kept buildings.
Reminiscent of New England, Cooperstown,
the seat of county government in Otsego
County, is a “pretty hew town. ..up so
floating, meny bells down,” as in the poem
by e.e. cummings. It is easy to understand
how people coming to work at this confer-
ence might be inspired by the natural
beauty of the landscapes of rural New
York, and by the inviting comfort and
charm of villages like this.

In the r:lative affluence and serlusion of
the village, cxcellent health care services
are within easy reach — the Mary Imogene
Bassetr Hospital, a noted teaching hospital,
is a powerful influence. Its healing touch
radiates outwards, and patients from nine
rural and urban counties are served here,
but in the surrounding remote miles, good
healtk care is more difficult to obtain. It is
the diversity of this mix — multiplied
many times by different demographic and
geogr-phic factors around the state, then
made infinitely more complicated by
personal circumstances — it is this unique
variety of human needs, geograph:, and
health care resources thai participants at
the conference in Cooperstown sought to
address.
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“Participation
cf members
from rural
health care

sectors across
the state was
far grester
than originally
foreseen.”

Special Thanks

Legislative leaders who participated in the
rural health care symposium were Senators
Charles D. Cook and L.S. Riford, and
Assemblymen James Tallon and Anthony
Casale. They wish to thank all participants.
Participation of members from rural
heaith care sectors across the state was far
greater than originally foreseen. The
Commission was gratified by this over-
whehining response and wishes to recognize
the significant contribution of each parti-
cipant, whose name and affiliation are
cited in the appendix to this report.

Special thanks especially go the Mary
Imogene Bassett Hospital and its Director,
Doctor William F. Streck, who hosted the
conference and gave necessary support
every step o! the way.

The conference planaing comniittee was
composed of David L. Boucher, Ronald C.
Brach, Jo-Ann Costantino, Lecnard M.
Cutler, John J. Finn, Seth Gorder, Mickey
Hall, Darrell Jeffers, Robert M. Latham,
Warren Marcus, Gladys Olmsted, Ronald
Rouse and Doris Warrick. They provided
the expert advice and energy necessary to
put the conference together, make it work
effectively for all concerned, and finalize
this conference report. A debt of gratitude
is owed to the state legislators, state and
local agencies and organizations represented
by these staff members, for allowing them
to help plan and manage the conference.

Four white papers were prepared on topics
identified by the planning committee as
being the cornerstones for the analysis and
development of rural health care policy at
this time. These reports were issued to
participants in advance of the conference
and helped focus and stimulate the discus-
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sions that followed. The authors of these
papers are recognized for their special
contribution to the success of the
conference.

Special thanks also go to Eleanor Maio of
the Commission staff and to David L.
Boucher and Mary Ann Vunk of Bassett
Hospital who helped organize and
coordinate conference arrangements that
functioned smoothly and effortlessly, and
to Joe Nash and Julie Austin who helped
edit and type this report.

Yinally, we wish to acknowledge and thank
Doug Allen, who attended the rural health
symposium and wrote this report of the
conference proceedings. It was through his
skill and sensitivity in interacting with the
planning committee and conference
participants that this report has been put
together in a timely and useful fashion for
the benefit of those interested in the
development of rural health policy in one
of the nation’s most popular, and rural,
states.

Ronald C. Brach

Executive Director

Legislative Commission
on Rural Resources




“New York’s
rural resi-
dents. . . have
traditionally
received fewer
essential
health care
services than
their urban
counterparts.”

——
“The objective
of the sym-
posium was
io identify the
key issues
and outline a
framework
for improving
health care
policy and
services for
rural New
Yorkers.”

Executive Summary

New York’s rural residents (numbering
over three million) have traditionally
received fewer essential health care services
than their urban counterparts. The reasons
are many, but most stem from three
factors:

* the lack of a coherent state rural health
care policy and blueprint for the
developmen® of health care services
within rura! areas;

* the many institutional and regulatory
impediments with which rural health
providers must continually struggle; and

* the special costs of delivering health care
in a rural setting.

Other critical reasons for fewer services are
low population density, the absence or
fragmentation of public transportation
services, and extremely limited financial or
community resources. Add to these condi-
tions the changes taking place in health
care in general across the state — new
reimbursement policies, federal budget
constraints, the addition cf alternative
service providers, and public pressure to
control health costs and increase the
quality and range of services — and it can
be seen that the burden on rural hospitals
and other rural service providers is
becoming even greater. Many of the pro-
viders located in rural areas are small
organizations, and in order for them to
continue and expand their services in the
current climate of change, regulatory flexi-
bility and immovative approaches are called
for, to foster the integration of servicos
within rural areas.

With this in mind, health care providers,
insurance representatives, state legislators,
health care associations, and State Health
Department and Social Services Depant-
ment staffs convened at a Rural Health
Symposium in Cooperstown, New York on
November 13 and 14, 1985. The objective of
the symposium was to identify the key
issues and outline a framework for
improving heaith care policy and services
for rural New Yorkers.

The “Workshop Summaries™ section of this
report contains detailed highlights of the
sepi:rate workshop discussions, with the
specific recommendations made by each
group. While the variety of information
reflects differences in their analytic
app-roaches and in the assigned topies. it is
most interesting to note that all four work-
shop groups independently arrived at
similar conclusions and recommendations
that can be put into six categories: state
policy, regulations and codes; communica-
tion and representation; joint ventures:
research; finance; and personnel. The
recoonmendations, in one way or another.
are aimed at developing a positive, decisive
statewide policy that treats rural New York
residents fairly and properly, and they also
can serve as a general framework for
improving all areas of rural health care.

What follows here is an outline of the
man) findings and recommendations held
in common by participants. Symposium
participants helieve that these are the
critical health care ~eeds which must be |
addressed if more equitable access o
better quality services is to he provided for
individuals and families residing in rural
New York today.
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State Policy, Regulations, and Codes

A number of state health codes and other
regulatory requirements not only place an
undue burden on rural health care pro-
viders, but they increase the costs of
providing care. For example, the state
hospital code requires specific minimum
staffing levels and restricts the cross utili-
zation of personnel in obstetrical suites.
Additionally, requests for proposals (RFPs)
frequently are geared toward an urban
scale in terms of size of facility and
number of clients to be served, thereby
reducing the prospect that rural providers
will qualify for a particular program.

All groups agreed that the state must
become more sensitive and responsive to
unique rural conditions and needs. Specific
findings reported by all the workshops can
be summarized by the following
paragranhs:

* There is a critical need for a comprehen-
sive rural health care policy in New
York State that would set guidelines for
such areas as finance, reimbursement
rates, personnel, regulations,

L ansportation, payment programs,
integrated health systems, alternative
providers, and emergency medieul
services. Currently, rural providers must
deal with a burdensome and costly
monolithic state policy geared to urban
institutions.

* Existing regulations and codes create
excessive administrative burdens on
rural health care providers. Many of
these state-level mandates were
promulgated on assumptions based on
urban conditions — which makes it
difficult for relatively small and isolated
rural providers to comply. Now. with
even more changes in health care about
to occur, the delivery of essential
services in rural areas, according to
many Symposium participants, will be
increasingly more difficult to provide.

The consensus recommendations in this
category are to: '

* Provide a statewide blueprint for
primary care needs in rural areas.

* Encourage aad promote new or
enhanced services — services that may
be provided differently (than in cities)
because of the rural situation — such as
primary care, illness prevention,
extended care, home health care, and
respite care.

* Establish an advocacy group or
commission to review existing
regulations for relevance, and monitor
proposed regulations for their impact on
rural health care.

* Allow hospitals more flexibility in the
use of charity dollars and im estment
ievenues.

Communication and Representation

More and better communications among
rural providers themselves and between
those providers and the state, was urged by
all four groups. Specifically:

* Provide rural health care representation
in policy-making forums of state
government.

* Establish an information-sharing
network among rural health care
providers.

* Clarify and deal with existing stumbling
blocks in presenting ideas to the Depart-
ment of Health and the legislature.

* Encourage regulatory coordination
among state agencies and between state
agencies and external accrediting/licens-
ing hodies.

11
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research and
reporting
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Joint Ventures

Joint and cooperative ventures are two wavs
rural providers can both improve services
aad lower their costs. So, workshop parti-
cipants recommend there be enhanced
local, regional, and statewide network- or
multi-institutional working agreements
among providers to help:

* Eliminate unnecessary duplication of
servicea,

* Reduce “per unit” costs both in pur-
chasing and delivery of services,

* Meet “critical mass™ requirements for
such specialized services as obstetrics and
emergenc) room service, where the
number of clients served or procedures
performed may be relatively small and
uneconomical.

* Develop innovative programs of care
imvohving similar types of health care
providers or providers who offer
different types of services.

* Promote efficiency of opeiation.

Research

Through the years, research and reporting
about rural areas — and about rural
health care — have lagged behind similar
work for urban areas. Specific recommen-
dations to address this imbalance:

» Canvass New York State and other states
for successful models of innovative
programs that could be useful in rural

New York.

* Collect data to support proposals for
increased rates and regulatory changes.

* Maintain a data base which identifies
the true costs of providing health care
services in a rural setting

* Periodically inventory and continually
monitor existing resources and services:

6 12

assess rural health care needs of individ-
wils and families: identify service gaps to
be filled and ways these could be closed.

* Catalog and continually assess the
principal impediments and strengths of
health care delivery in rural areas and
the issues that must he dealt with in
formulaving health policy and programs.

Finance Ve
State and federal reimbursement formulas
differentiate between urban and rural
areas. but often to the disadvantage of
rural providers. For example. rural pro-
viders are reimbursed at a lower rate based
on a wage equalization factor, which makes
it difficult to attract qualified health care
personnel. State and federal definitions of
“rural” also differ. Additionally, rural
providers frequently are not able to take
advantage of economies of scale because of
the small size of their institutions Recom-
mendations based on these findings are to:

* Sensitize and adopt reimbursement
methodologies to meet actual rural
needs, conditions, and operational
shortcomings.

* Improve access to capital dollars.

* Provide dollars for grant demonstration
projects, i.e., money to encourage joint
ventures and other innovative programs.

* Enhance the dollar amount available for
“medically indigent people”

Personnel

Qualified personne! and health care
professionals are in short suppl in rural
areas, due in part. to the historically lower
salaries and (previously-mentioned) lower
reimbursement rates. Additionally. rural
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health care professionsls frequently must
be recruited nationally and regionally, as
well as locally: consequently, rural pro-
viders can incur the sa:mne labor costs as
urban pro.iders. Some common
recommendations:

* Stimulate the recruitment and retention
of health care workers (dactors, nurses,
etc.), specialists, and support staff who
are in short supp:: , und staff who are
versatile in meeting particular needs of
rural areas, e.g., a nurse practitioner who
can also serve as a health educator.

* Provide more administrative backup to
“one-man” operations wherein one
person in a small rural health care
organization must assume several
responsibilities, i.e., administrator, raise
funds, pursue grants, and the like.

* Improve doller support necessary to
attract and retain health are personnel
in rural areas.

e Provide dollar incentives in terms of
taves, insurance, and education for
professional personnel, informal care
givers, and volunteers.

Comment

Onice put into effect, many of these
recommendations will benefit more than
one aspect of rural health care. For
example, the advocacy group mentioned
under “State Policy, Regulations, and
Codes” will undoubtedly be concerned with
recommendations made in all categories
and actually take the actions recommended
in more than one category. Likewise, the
inforination-sharing network under “Com-
munication and Representation” could
publicize suecessful rural programs, a task
listed under the rubric of “Research.” One
group suggested, as a supplement to existing
programs, appropriating a pool of funds on
a regional basis for practitioners who
commit to locate in underserved health
manpower shortage areas — a suggestion
that would address financial and persennel
issues at the same time.

People and institutions in rural envicon-
ments feel disenfranchised in i".¢ key
policy-making forums and units. More
equitable representation of rural interests
through adding rural representatives to
existing health policy units would enhance
communication of unique rural needs and
conditions between rural and urban policy-
makers and providers. These and many
more ideas and recommendations are
detailed in the summaries of the indivi-dual
workshops.

The four symposium groups recognized the
need for new initiatives to assure not only
that current access to first-rate health care
in rural areas is improved, but that access
to the full continuum of health care
services is enhanceu as well.

Finally, it must be said again that the
health care industry is in a state of rapid
tansition and turmoil with the outcome
uncertain for everyone. Rural health care is
potentially at great risk for profound
systemwide change, and the consequences
may be severe, even uncompromising, for
health care providers and persons or
families needing assistance in rural New
York. In thz future, rural hospitals and
other rural providers must not be obstrue-
ted in developing new and innovative
arrangements to sueccessfully adapt to
changes.

As Senator Cook noted in the foreword, a
bill has already been intr~duced in the
legislature as a direct resnit of work done
at the symposium. The distribution of this
report is expected to generate further
positive action, at least in terms of solid-
ifying the information-sharing network that
is now being established among providers
of rural health care. Meanwhile, the
Commisiion on Rural Resources will
continue to be a catalyst for ensuring that
the critical issues outlined in this report
are adequately addressed.
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The Making of the
Symposium

Since the 1940s, rural New York has been
undergoing a series of gradual socio-
economie changes. Prominent features of
these changes that affect the health care
system inelude the erosion of traditional
economic bases of support, pasticularly in
agriculture, but also in manufaciuring
industries. Additionally, we now find a
higher proportion of elderly people in
rural areas than in urban populativns, and
a higher proportion of poor people
without adequate health insurance.

Today the health care system in rural New
York is in the throes of comparatively
sudden change. From a social model of
providing services to all who need them,
regardless of how geographically scattered
the people may be, we are quickly moving
to a model of providing health care
services that is based primarily on
economic considerations. The historical
background and the consequences of this
shift were convincingly portrayed in the
paper prepared by Dr. William Streck; and
a keen awareness of this shift was reflected
in the other three confeence papers as
well as in the separate workshop discussions
with participants.

Today we live in an era of financial belt-
tightening. The federal deficit has escalated
to an almost unimaginably high level, and
the effects of this are beginning to touch
our lives. “Cost containment,” whether
applied to dcfense spending. to education,
or to health care, is a fact of life now. and
will be a primary influence on how we
govern ourselves for the foreseeable future.

Ironically, at the same time as we feel
unremitting pressure to cut costs in health
care, we are more acutely conscious than

8
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ever of the need to improve the quality of
this care. “Excelsior” ever higher, always
upward. is more than just a word on the
New York State seal — it also describes the
desire we have regarding the quality of life
in rural New York. The desire to make
things better is an ingrained part of the
American spirit. It has always been an
important influence in our national
histery, and it is not surprising to find it
to be a driving force in addressing health
care issues in the state’s rural environs

Clear evidence that this spirit is alive and
well in rural New York was provided in
Cooperstown on November 14-15, 1985.

Earlie:. in February 1985, to promote
awareness of needs in rural New York and
alternative ways to deal with them, the
Legislative Commission on Rural Resources
sponsored a rural development symposium
at which a committee on rural health care
developed a wide-ranging report on the
issues. Following that, a series of public
hearings was held across the state in order
to get additional grass-roots commentary
from people.

At one of these forums. in Cooperstown,
participants focused ea the necessity for
frank, in-depth analysis and discussion of
rural health care needs with the state. and
they urged the Commission to initiate a
follow-up conference for this purpose. The
very survival of key raral health care
institutions and services was being seriously
threatened, they said: adding that the
current state health policy was monolithic
and incapable of providing a suitable
framework for rural health care revitali-
zation and development. Concerned
citizens and health care providers alike felt
disenfranchised from their government at
the state and federal levels where decisions
on health care policy were being considered
by policvmakers who unknowinghy were
doing serious harm to rural health care
services. Striking evidence of this fact was
given in testimony received by the
Commission at the hearing held in
Cooperstown. It had been four decades
since a previous comprehensive statewide
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conference was held involving state and
loca. interests and policymaxers in incisive
aralysis and discussion of rural health care
goals and strategies.

Following the Cooperstown hearing, the
Commission formed a planning committee
for a statewide conference yn rural health
care; four papers were commissioned. These
four papers became the foundation for the
Cooperstown workshop group discussions.

From all areas of rural New York, men
and women from public and private life
came to work together. Physicians and
nurses; hospital administrators and board
members; directors of nursing homes and
home health care agencies; representatives
of the state health and education depart-
ments; representatives of statewide and
regional health advocacy groups; and repre-
sentatives of major health insurance
providers — all came to work with state
legislators and key legislative aides. They
met as a group of citizens with a common
interest in making things better, as people
concerned not only with their personal well
being and the immediate present, but also
with the quality of their neighisors’ | es
and the hope for a brighter future.

This report of the conference proceedings
marks the beginning of a journey. It is 2
rudimentary map of routes to be explored
in creating a network of communication
and services in a world of what in the past
were seen as out-of-the-way rural islands;
places that got by without much attention
or help from government, and proceeded
more or less on their own. These areas are
now seen as environmental treasures that
must be tended and nurtured, and it is
becoming clear that the people who live
here must be served by a system of health
care that is very un-islandlike. In fact, the
parts of the health care system are becoming
more than ever linked and inter-dependent.

A sense of adventure invests this endeavor
of defining what rural New York is at the
moment and at the same time trying to
make it into something different; that is, to
make it an even better place to live and

work. In discussing health care, we talk a
9

lot about minimum standards, about
adequate care, because a democratic society
includes everyone, and we must have a base
line to work from. What we are really
working toward, as the conference
discussions made clear, are optimum
services, the best combinations of people,
facilities, and systems that can be created.

x X X
While many conference participants were
pushed into this fray by external social, in-
stitutional and economic forces, there was a
vitality in their labors that reflected their
personal moral conicern and the fact that
their response to those external forces was a
grass-roots effort in the very best sense.

As an adjective, “grass-roots” has the |
connotation of rural as opposed to urban, i
but over the years the term has been |
equally applied to movements for change |
undertaken in cities as well as those begun

in the countryside. This is fitting and |
stimulating to consider because the meta- |
phoric roots of our society are, of course, |
the people — people who have the same fun-
damental aspirations and needs, whether they

live in the New York City metropolitan area,

in upstate urban areas like Buffalo-Niagara

Falls, or in the rural Hudson Valley, the

Catskills, the Adirondack North Country,

in central New York near the Finger Lakes,

along the southern tier, or approaching

the Midwest in southwestern New York.

It is also exciting to consider the possibility
that the grass-roots effort begun in
Cooperstown may go through a parallel
evolution elsewhere in the state. That is,
we fully expect the innovative networks of
communications and services that are
developed in rural New York to serve as
models, of cooperation and local initiative
for urban areas of the state as well.

The result will be new and more effective
programs, with stronger links not only
between one provider and another within
rural areas, but also between rural and
urban providers. In our state as well as in

our nation we can no longer afford the
disenfranchisement and expense caused by
monolithic he .lth eare policies or the
illusion of living on islands.

15




Senator Charies D
Cook, Chairman.
Legislative Com-
misston on Rural
Resources-opening
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Conference Opening

Senator Charles D. Cook, Chairman of the
Legislative Commgssion on Rural
Resources, formally began the conference
with a welcome address and introductions
of his fellow legislators.

Dairell Jeffers, Director of the New York
State Council on Health Care Financing,
speaking on bebzlf of Senator Tarky
Lombardi, Chairman of the Council and of
ihe Senate Committee on Health Care,
stated that “this conference could not have
oreurred at a more opportune time, as the
health care system in New York State is
beginning to undergo fundamental changes
in the ways in which care is delivered —
perhaps the most dramatic changes ever.”
He added: “These fundamental changes
will undoubtedly have a particularly pro-
found effect on rural health care. However,

10
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change should not be equated with some-
thing that is harmfui. It should cause
reflection and create an opportunity to Lie
productive and creative.”

Assemblyman James R. Tallon, Jr., Chair-
man of the State Assembly Committee ¢n
Health Care, then addressed the conference
participants with a charge that had a rally-
ing cry ring to it. “Remember that the
people who live in rural New York are the
reason why we are here,” he said. “The
people’s benefit, that is our ultimate goal,
and we should start v. th their concerns
and not lose sight of them....The fiscal
constraints that are forcing v : to confront
these issues do, in fact. have a positive
aspect — they create an atmosphere which
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Top
Darrell Jeffers-rep
Senator Tarky
Lombardi,
Chairman

Senate Health
Committee-opening
remarks at dinner

Right
Assemblyman
James R Tallon, Jr
Chairman,
Assembly Health
Commiitee-opening
remarks at dinner

motivates us to take risks in creating
programs to resolve the problems....Itis a
time to be conservative in hewing to the
line of providing adequate services, but it
is also a time to be innovative and
daring...”

After this keynote, summaries of the four
discussion papers were delivered by their
anthors:

William F. Streck. M.D. — “On Rural
Hospitals and Access to Medical Care:
Social Versus Economic Models™

David K. Perry — “On lssues In Rural
Health Care Delivery™

John J. Finn, Ph.D. — “On Rural Health
Care Financing™

Euphemia Hall and Warren Marcus — “On
Developing A Workable State-Local,
Public-Private Partnership System of
Rural Health Services™

Following the presentation of the white
papers in the plenary session, the focus of
the symposium shifted to the participants
and the'r imvolvement in the prioritization
of :ural health care issues and the develop-
ment of strategies to deal with the issues.

17
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Senator Charles D
Cook, Chairman,
Legisiative Com-
mission on Rural
Resources, Dr Wm
F Streck, Assembly-
man James R
Tallon, Jr, Warren
Marcus, Mickey
Hall

—

“The idea was
for cach
workshop
group to...
develop
imaginative,
workable
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Senator Cook stressed the need to proceed
in a strietly disciplined fashion toward each
workshop group’s final report. The first
step the Senator outlined was for each
workshop group to define the issues, and
set priorities on items where constructive,
etfective action could be taken, with
emphasis on inberent systemic problems.
The second part of the group’s charge was
to separate out the roots of those difficul-
ties, with emphasis on state policy. The
third and last major tash was to cite what
the group proposed to change esplicitly;
including how the suggestion was to be
implemented, who would do it. and the
steps that would have to be taken. This
last step was described by Senator Cook as
being the real heart of each group’s work,
with perhaps two-thirds of its time devoted
to this task.

Th. overall objective for each .. ap wa~ to
develop recommendations as nearly as
possibie to an outline that could be trans
lated directl, into action, being careful in
wsing words to ensure that what the group
ashed for would be fully understood and
not misinterpreted. The need to develop
complete proposals was stressed as opposed
to a myriad of nebulous statements,

18

Finally, Senator Cook cautioned that it was
not expected this oue worhshop wouid
solve all rural health care problems: nor
that all suggestions made would eventually
be implemented. The idea was for each
worhshop group to articulate needs in the
rural health care ssstem and to develop
imaginative, worhable responses.

Then the four workshep groups comvened,
and werhed until late in the evening to
develop a consensus on what the most
important rural health care issues were in
the areas of “\ceess” “Delivery.”
“Financing.” and “Partnerships”

With these topies fresh in mind. members
of the groups joined together again the
next morning and afternoon to round out
their discussions and recommend <pecific
actions for addresing the problems as they
saw them.

At mid-afternoon on the second day. their
work was presented in the following
summary reports.
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“...rural
health care
providers
must recruit
both locally
and nationally
for...
personnel...’
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Workshop Summaries

Rural Hospitals and Access to Medical Care:
Social Versus Economic Models

Workshop Moderator: Assemblyman Anthony Casale

David L. Boucher

Facilitator/Recorder:
Resource Persons:

Workshop Summary:

Introductory Remarks:

The first charge of the workshop partiei-
pants was to identify the key priority issues
dealing with the subject of rural access to
health care. Based on Dr. Streck’s presen-
tation and paper and the experiences of
the individual workshop participants, five
priority issues were identified as:

* Recognition of the costs of delivering
health care in a rural setting.

* Implication of state hospital code and
other regulatory requirements on rural
health care delivery.

* Representation of rural health care
interests at the policy-making levels of
government,

* Fragmentation of transportation services
limiting access to rural health care
services,

* Creation of a blueprint for the develop-
ment and integration ot health and non-

health care services within rural areas.

A summary statement and a recommended
course of action for each of these issues

i3

William F. Streck, M.D. wund Ronald Rouse

Presented by Robert J. Kayser

were developed by the workshop
participants and are outlined below.

The Cost of Rural Health Care

Summary Statement of the Issue:

Both state and federal reimbursement
formulas differentiate between urban and
rural providers and pay rural providers a
lower rate based on a wage equalization
factor. These differences in reimbursement
rates fail to recognize the fact that rural
health care providers must recruit both
locally and nationally for technical and
other professional personnel and therefore
incur the same labor costs as urban
providers. In addition, rural providers are
not able to take advantage of economies of
scale because of the small size of most
rural institutions. Conversely, most urban
health care providers realize significant
economies of scale and therefore lower
unit costs because of higher patient
volumes.

Recommended Action:

In order to properly recognize the cost of
providing health care services in a rural
setting, the following action should be
taken:

19
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* Develop through the Legislative Com-
mission on Rural Resources a data base
which identifies the true costs of pro-
viding health care services in a rural
setting.

Obtaiii changes in both state and federal
regulations in order to eliminate wage
and other cost differentials between
rural and urban health care providers.

Workshop on
Access
Assemblyman
Anthony J Casale,
presiding

“...state code
requirements
have...
increased the
costs of pro-
viding health
care in rural

areas...”’

“. ..there is a

need to review

all state hos-

pital code and

regulatory
requirements.
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State Hospital Code and
Other Regulatory Requircments

Summary Statement of the Issue:

A number of state hospital code and other
regulatory requirements place an undue
burden on rural health care providers and
therefore inhibit rural providers from
providing cost-effective services. For
example, the state hospital code requires
specific minimum staffing levels and
restricts the cross utilization of personnel
in obstetrical suites. These state code
requirements have therefore increased the
costs of providing health care in rural
areas, and in many instances have resulted
in closure of services, which has further
limited access to health care for rural
residents.

Recommended Action:

Because of changes in health care delivery,
the emergence of alternative health care
services, and the problems associated with
access to health care in rural areas, there is
a need to review all state hospital code and
regulato’ y requirements. The following
action, therefore, is recommended:

14

20

Request the Administrative Regulations
Review Committee (ARRC) to solicit
comments and review all applicable state
hospital code requirements for possible
revision,

Incorporate new regulatory provisions
and provide grant funding to permit the
development of innovative solutions for
providing health care services and
utilizing health care resources in rural
areas. For example, a provision to
permit swing beds would recognize the
problems of accessing long-term care
services in rural areas and would further
enhance the utilization of small rurai
institutions that experience significant
fluctuation in occupancy.

Provide incentives for rural institutions
to develop networks/multi-instititional
arrangements in order to enhance acees
to health care and reduce the costs of
delivering health care in rural areas. For
example, Part 86 could be modified to
permit institutions to retain a portion of
the savings that may be attributed to
multi-institutional arrangements.




*...rural resi-
dents. . . have
not had
adequate
representation
in policy-
making levels
of state
government.”

The ali-volunteer
Rescue Squad I1s
the primary emer-
gency vehicle to
transport patients
to the hospital
Timing 15 crucial in
the rural environs,
and squads in
neighboring towns
work together to
provide ongoing
24-hour service to
the community
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Rural Representatio..
and Policy Making

Summary Statement of the Issue:
Because the state has traditionally had a
primar) focus on large nrban providers
and population centers, the rural residents
in New York State have not had adeqnate
representation in policy-making levels of
state government. Rural health care pro-
viders who are geographically dispersed
and small in organizational size by
comparison to urban institutions are also
affected by this dilemma.

Recommended Aection:

In order to enhance rural representation in
the policy-making levels of government, the
following action is recommended:

* Review the membership composition on
the State Hospital Review and Planning
Council with consideration to creating
greater representation for rural interests.

* Restructure the Rural Hospital Advisory
Committee as a statutory body and as a
reconmending body to the New York
State Department of Health. This
advisory committee could provide input
on the impact of state codes and regula-
tions relating to the delivery of health
care in rural areas.

Patient Transportation

Summary Statement of the Issue:

The lack of adequate transportation is a
major barrier in obtaining health services
for many residents of rural areas. This
situation is particularly acute for the

15

elderly residents and for the working poor.
Unlike the major urban centers in the state
where there are major transportation
systems in place, mass transit is either
unavailable or restricted to certain
population gronps.

21
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“The lack of

adequate

transportation

is a major
barrier in
obtaining
health ser-
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many

residents of
rural areas.”

Non-emergency
transportation s
virtually imited to
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friend’s car and 1s
a major barrier \n
obtaining health
services especially
with patients
neecing oxygen
(shown here) or
medical equipment
usually found only
on an emergency
medical vehicle
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Recommended Action:

In order to reduce the impact of transpor
tation as a barrier to accessing health care
in rural areas, the following action is
recommended:

* Provide tax and other incentives for
volunteers who transport rural residents
to health eare services.

* Consider legislative action to pay for
liability costs on a statewide basis for
not-for-profit organizations and
volunteers.

* Expand the transportation system for
patient transfer< .ud general patient
transport by modifying Section 18 of the
State Transportation Code to increase
the flexibility regarding geographic
boundaries and the population groups
who are eligible to utilize existing
transportation services,

16

Blueprin:! for Rural
Health Care Delis ery

Summary Statem:nt of the Issue:

The most importart goal of rural health
eare is to assure aece.sibility to affordable
quality health eare. There is a need to
develop a blueprint or action plan to
ensure that this goal is achieved. A rural
blueprint would outline the needs and
recommended actions regarding related
issues of capital, primary medical eare,
emergency medical services, and education
that further impaet on access to health care
services in rural areas. Moreover, it may be
more useful to seek a full array of
providers than to expect the acute system
to do it all. Publie support of each rural
hospital should not be based on the simple
fact that it is there, but whether it is the
one that can best provige high quality,
affordable services in a given area.

Recemmended Action:

Ir: order to develop a blueprint for rural
health care delivery, the following action is
recommended:

* Establish through legislative action a
rural policy research center for health
care delivery in New York State. Tmis
proposed policy research eenter could
assess the impact of major legislavve and
regulatory programs on rural health
care. In addition, innovative health care
programs that are responsive to rural
needs could he tested. For example, the
ecost effectivenes of training informal
care givers and providing tax incentives
for their provision of support services
could be evaluated.

* Provide state tax exempt capital financ-
ing for rural health care providers.

* Esaluate the implications of the pre-
liminary report of the New York State
Commission on Graduate Medical
Education on primary care in rural
areas. The enhancement of medical
educational programs in rural settings
assimes more importance in the present
health care era.
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Workshcp Summaries

Delivery of Rural Health Care Services

Workshop Moderator: Senator L.S. Riford, Jr.

Robert M. Latham

Facilitator/Recorder:
Resows e Persons:

Workshop Summary:

Introductory Remarks:

We viewed the rural health care delivery
system in the context of fundamental
changes affecting the way in which health
care is financed and delivered. Among the
changes noted: movement from a cost-
based to price-based reimbursement
methodology, such as the usc of DRGs for
hospitals and RUGs for nussing homes; and
the shrinkage of acute care capacity. Also
noted was the evpansion of such nontradi-
tional services and health care delivery
modes as health maintenance organizations,
ambulatory surgery centers, home health
care, and other forms cf alternative service
arrangements. Socioeconomic and demo-
graphic changes were also considered,
particularly in the context of an increas-
ingiy larger rural elderly population and
loss of economic bases.

In attempting to address the significant
impact of these changes, discussion was
broadened from rural hospitals in partic-
ular, to the entire spectrum of rural health
care delivery. We felt it important to take
account of other providers (public health
nursing, primary care clinies, and private
practiticiiers of various sorts) while
recognizing the major leadership roie rural
hospitals must continue to play in the
coordination and delivery of ruiol health
care services.

I7

Seth Gordon and Gladys Olmsted

Presented by Donna Bird

The following issues were identified as
germane to the discussion:

* Small and rural hospitals face special
problems, including the economically
depressed state of many rural com-
munities and older-than-average popula-
tions resulting in a disproportionately
high percentage of Medicare patients.

* Access to capital financing will remain a
primary issue for the foreseeable future.

* Chronic shortages and geographic mal-
distribution of skilled health care
personnel continue to place contraints
on rural health care delivery throughout
New York State.

* Rural heal:h care delivery is often
lacking in sophisticated technology
found in the urban medical care markets.

* Many small vural hospitals will have
difficulty making cost cuts without
reducing services; more rural hospitals
may have to close or substantially scale
back their range of services in the near
future.

* The method by which HCFA differen-
tiates between urban and rural hospitals
differs from those methods employed by
New York State, resulting in certein
inequities.

23
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* There is regulatory sensitivity on the
state level toward the rural health care
delivery system: however. major
problems persist.

Modified and condensed, three priority
issues emerged as the most important to he
addressed. Recommended actions were
identified for each as follows:

Issue 1: There is a chronie shortage and
geographic maldi:* cibution of health care
personnel, including home health aides as
well as skilled medical personnel.

Main Principles:

* The survival of the states rural health
care delivery infrastructure depends on
how well it is able to adapt to meet
changing needs of patients and changes
in the health care environment.

* Those rural hospitals that are successful
work to develop commumity support,
diversify into nontraditional arcas to
generate new revenue sources, affiliate
or develop shared programs, and evpand
into new service areas, e.g., out-patient
care, substance abuse treatment, long
term care, and home care.

* In direct and indireet terms, a rural
community viability is correlated 1o its
hospital.

18
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Benefits of Proposed Changes:

* Increased geographic availability. acces
sibility. acceptability, quality. continuity,
and appropriateness of health care
serviees,

* [acilitation of efficient. cost-effective
health care delivery.

* Reduced fragmentation of health care
seryiees,

* Preservation and enhancement of the
rural cconomic base.

Recommended Actions:

* Provide tax and other financial incen.
tives to encourage health care personnel
to establish practices in rural arcas.
Educational tax credits. combined with
other federal/state tax eredits, should he
established for rural health care practi
tioners where manpower shortages.
identified by the federal and state
agencies having jurisdietion. exist. Addi-
tionally. existing programs. such as
federal/state administered loan-
forgiveness programs, should be
evpanded 10 include health professions
where manpower shortages exist as well
(again defined by the ‘ederal wate
ageney having jurisdiction).




Home health care
Is avariable to rural
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Health Care
Agencies in New
York State
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Leud Agency

NYS Department of Taxation and Finance

NYS Department of Health, Office of
Health Systems Management

NYS Legislature

* Appropriate a pool of funds on a

regional basis, to be allocated to practi-
tioners who commit to locate in under-
served health manpower shortage areas.
Suggested uses of funds include start-up
costs, such as full or partial payment of
medical malpractice premiums, office
overhead and/or related operating costs.
Lead Agency

NYS Legislature could initiate the
appropriations and methodology
through legislation.

Develop demonstration programs that
would encourage hospitals to become
more actively involved in networking
and shared services. Funds could be
administered through Requests for
Proposals (RFPs) incorporating defined
criteria utilized by successful delivery
models. Criteria should incorporate
those elements of the NYS rural school

network appropriate to a rural health
care delivery model.

Lead Agency

NYS Department of Health, Office of

Health Systems Management

NYS Legislature

Compile and disseminate information

pertaining to innovative and successful

rural health care delivery models

addressing issues of resource constraints.

Lead Agency

NYS Department of Health, Office of
Health Systems Management

Increase third party reimbursement for

physicians and other licensed primary

care providers who are engaged in

private practice in underserved health

manpower shortage areas.

Lead Agency

NYS Legislature

NYS Insurance Department

NYS Department of Health, Office of
Health Systems Management

Sensitize the medical community at
large to rural health care needs parti-
cularly regarding the use of other
licensed health care practitioners (e.g.
nurse practitioner, physician extender).
Lead Agency

NYS Department of Education

Decentralize educational opportunities
geographically, especially for non-
physician practitioners.

Lead Agency

NYS Department of Education

Issue 2: Cost containment efforts are
affecting the ability of rural health care
providers to continue their work.

Main Principles
* The dynamics of the health care delivery

system are rapidly changing and will
predictably continue to change.

25
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The survival of the state’s rural health
care delivery infrastructure depends on
how well it is able to adapt to meet
changing needs of patients and the
changes in the health care environment.

Missions must be rethought and
strategic planning and interinstitutional
communications intensified so that a
retooling of services, blueprinted to new
specifications consistent with new and
emerging changes, is accomplished.

In direct and indirect terms, a rural
community's cconomic viability is
correlated to its hospital.

Beneflls of Proposed Changes

* Increased geographic availability, acces-
sibility, continuity, and quality of health
care services.

Reduced incidence of morbidity and
mortality for rural populace.

Promotion of equitable and appropriate
geographic distribition of health care
services.

Increased opportunity for development
and continuation of programs structured
around health education, maintenance,
and prevention.

Encouragement of cost-effective and
effective use o: health care resources and
services.

Advancement of public poliey sensitive
to and reflective of the unique condi-
tions and difficuities surrounding rur. '
health care delivery.

Recommended Actions:

20

Financial incentives should be created
and regulatory disincent. es removed to
encourage development and growth of
organized, integrated, and comprehen-
sive networks of care between hospitals
and other community providers.
Included are mechanisms designed to
encourage the establishment of consortia
and joint ventures where feasible:

26

Development of demonstration pro-
grams to serve as initial incentives
for a period of one (1) year through
regional allocation of -tart up money
and s«ced mor<, nds. RFP criteria
to inclue those elements of the
NS rural school network
appropriate to a rural health care
delivery model.
(2) Provider consortia to be directly
invohved in the review, monitoring.
and evaluation of select
demonsuation programs on intra
and inter-regionai

1
hasis,

(3) Upon expiration of demonstration
program, preparation of report to
be submitted to the Legislative
Commission on Rural Resources.
Report to include specific
recommendations developed, in
part, by regional consortia, county
and local governments, HSAs, and
the NYS Department of Health.
Quantitative evaluation techniques
should be employed incorporating
methods of cost-benefit analyvsis.
Secial and other public policy con-
siderations to be factored into final
report.
Lead Agency
Legislative Commission
on Rural Resources
NYS Department of Health. Office of
Health Systems Management

* Legislative review of regulatory proposals
should incorporate an awareness of both
cost and system impact factors concern-
ing rural health care delivers. Primary
consideration should include, at a
minimum, social and monetary cost in
relation to the benefits derived.

Lead Agency
Legislative Commission
on Rural Resources
Legislative Ageney for Regulatory Review
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The Victona
Graham Associates
1s the only private
heaith clinic in
NYS It provides
diagnosis and
treatment of a
range of communi-
cations disorders to
Jatients in a four
county area
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Compile and disseminate information

pertaining to innovative and successful

rural health czare delivery models

addressing ivsues of cost and resource

constraints,

Lead Agency

NYS Department of Health. Office of
Health Systems Management

Establish statutorily-defined minimum
levels of health care services necessary to
preserve and protect the health and
welfare of residents residing in rural
areas. Included could be the ereation of
funding mechanisms and finaneial
ineentives to maintain minimum service
levels in those communities where it
would be impossible to maintaip those
levels without such assistanee and/or
financial intervention. For instance,
rural communities, for purposes of

determining minimum health care
service levels, could be defined as those
communities located in a county with a
population density of not greater than
150 persons per square mile. (Similarly,
geographic parameters could be limited
to rural counties as defined by having a
population density not greater than that
specified above.)
Lead Agency
Legislative Commission

on Rural Resourees

Creation of discrete pool of funds to be

allocated among programs and providers

emphasizing hcalth edu.ation, wellness,

aad chronie care maintenance in rural

areas.

Lead Agency

NYS Department of Health, Office of
Health Systems Management
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Issue 3: Rural health care delivery is
adversehy affected by a variety of
regnlatory inequities,

Main Principles

The dynamies of the health: care delivery
system are rapidly changing and will
predietzoly continue to ehange.

The survival of the state’s rural health
care delivery infrastructure depends on
how well it is able to adapt to meet
changing needs of patients and the
changes in the health eare environment.

In direct and indirect terms, a rural
community’s viability is correlated to its
hospital.

Benefits of Proposed Changes

Strengthened and improved ability of
rural health eare delivery infrastrueture
to respond and adapt to present and
future health eare dynamies.

Promotion of regulatory sensitivity to
the unique problems and circumstances,
surrounding rural environments in
general, and roral health eare delivery in
particular.

Deereased potential for reduction,
erosion, ar</or elimination of needed
health care serviees.

Potential to reduce need tor subsidiza-
tion of necessary rural health care
prograras and serviees,

Increased potential for improving
finaneial base of rural health care
delivery system, preserving existing
programs and services, and stimulating
growth,

Elimination of inconsistent, incongruent,
and obhsolete code langnage.

Recommended Actions:

The NYS Department of Health's Rural
Hospiral Advisorsy Committee should be
consulted as to enisting problems and
diffienlties confronting rural health care
delivery. ldentified problems should be
incorporated into a master inmv entory
inclusive of other community health
care providers. Comprehensive survey
instruments could he devised by
providerspecifie category with results
catalogued by respective issues. An in-
depth evaluation per each
problem/category to follow with specifie
recommendations developed per each. A
rural health care delivery ad hoe task
foree consisting of provider, legislative,
and executive branch representation
shouid be formed for this purpose.
Lead A zency
NYS Department of Health, Office of

Health Systems Management
NYS Department of Social Services
NYS Office of Mental Health
Legistative Commission

on Rural Resources

Encourage regulatory coordination
between state agencies (e.g.. OHSM,
OMH. DSS) and between state agencies
and external acerediting/licensing bodies
(e.g.. JCAH and NYS Department of
Edueation).
Lead Agency
Legislative Commission

on Rural Resources

Standardization of terms and definitions
(where feasible and practicable) relative
to rural health care delivery.
Lead Ageney
Legislative Commission

on Rural Resonrees
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Workshop Summaries

Rural Health Care Financing

Workshop Moderators: Assemblyman James R. Tallon, Jr.
and Ms. Jo-Ann A. Costantino

Mr. Darrell Jeffers
John J. Finn, Ph.D.

Facilitator/Recorder:
Resource Person:

Workshop Summary:

Introductory Remarks:

Every resident in New York State, regard-
less of whether he or she resides in a rural
or urban area, is entitled to the same
minimum standard of health care. To
ensure that this level of care is made
available, health care finaincing and service
planning discussions must recognize the
different characteristics of providers and
consumers within the state.

The fact is that at this time NYS has a
monolithic health care policy with regula-
tions that apply, with some very minor
exceptions, to all providers — regardless of
the size, type, or location of the facility.
Furthermor ¢, recogniticn of the unique
nature of rural communities is on an
exception basis. Adverse consequences of
this situation include cash flow impairment
and failure to directly and adequately
address the sariation in needs and
resources to meet these needs.

The current health care payment program
does not recognize, in most incidents, the
variations in how health care services must
be delivered in the rural community —i.c.,
variations between one rural provider and
another as well as differences between
rural and urban providers. Rural providers
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Presented by Mr. Richard O. Langhum

must cope with differences caused by the
low population density of rural areas.
These include: more fluctuating, less
specialized or concentrated use of the
provider and its services; limitations on the
availability of skilled human resources:
transportation problems of both the
patient and the provider; lack of alterna-
tive providers; and the community service
burden of being a sole community
provider. These combine to generate
higher unit costs for all providers and
make it difficult to provide services in an
efficient and effective manner. In addition,
these conditions frequently cun produce a
higher length of stay for patients in rural
hospitals.

With this in mind, the following specific
issues are identified as being among the
most critical; and the recommended actions
are seen as steps toward creating a state
health care policy that treats rura! NY
more directly.

Issue 1: Factors unique to rural areas
sometimes make the cost per unit of
health care service higher in rural aveas
than in urban centers. These factors
include:
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o Utilization — Providers in rural environs

tend to be smaller and experience a
greater variety of demands on thei
services, additionally, small size and low
population density tend to discourage
specialization of services. The size factor
affects eosts, since there is generally an
ahsence of “economies of scale.” Such
unique rural conditions frequently lead
to significant increases in unit costs of
purchasing and dehvery of services for
individuals, families, and providers.

Transportation — Transportation services
are less available in rural areas than in
urban ones. Distances and geographic
barriers are also greater in rural areas.
Inclement weather can be more disrup-
tive in rural areas as well. This produces
greater difficulty and cost in getting the
patient and provider of service together.
Where the service is provided is
immaterial to this conclusion. Rural
health services are impacted by the
greater cost and leser availability of
transportation services. However, this
difference is not fully recognized by
enisting payment mechanisms,

Human Resource Limitations —
Qualified personnel and health care
professionals especially are in short
supphy in rural areas. This is due, in
part, to the historically lower salaries in
rural areas, and the present reimburse-
ment system now in place maintains this
salary disparity. In fact, the disparity
between metropolitan and rural income
is widening. Salaries are important
incentives to attract high quality
personnel, both medical and administra-
tive; as are other factors such as
amenities, availability of professional
support and health care facilities.

W ithout adequate salaries and basic
supporl systems and facilities the
shortage of skilled personnel will be
aggravated *1 rural areas,

Alternative Providers — VMany rvural
communities have only one provider.
This means that the single provider
must asumie a significant responsibility,
frequently maintaining necessary, but
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uneconomical services. This lack of
alternatives is both a blessing and a
curse. It is a blessing because it husbands
the scarce health care dollars and avoids
fragmentation of the health care
delivery system where more providers
would be scrambling for a small and
only slowh growing number of dollars.
It is a curse because many of govern-
ments rules and policies are based upon
assumptions concerning the availability
of alternatives. Examples include stan-
dards for admission, discharge, and
length of stay for hospital inpatient care.
Such standards are improper if
appropriate support and delivery
systems for non-inpatient care are
unavailable.

In those rural communities that have
available such alternative care providers
as health department clinics, family-
planning clinics, primary care clinics, or
home health services, the individual
provider in these facilities frequently
concentrates on one service or client
group. The need in such communities is
to promote coordination, continuity, and
linkages in services among providers.

Recommended Actions:

L. Cha.ge the definition of “rural” as

applied in health care to be more
sensitive to specific issttes that affect
rural institutions, e.g., the lower volume
of services, the changeability and less
specialized nature of services provided,
and higher transportation costs.

2. Promote joint ventures between pro-

viders that offer different specialized
health care services and consolidation
among those that promote similar
services in order to achieve the “critical
mass” of services necessary to make
payment dollars flow, and to increase
continuity and coordination of care
among providers.

3. Examine closely the federal swing bed
program to determine if this system
would be heneficial as a partial solution
to rural hospital issues.

Issue 2: The financial appeals process is
now used to give greater flexibility in the
reimbursement system but is unduly time-
consuming and expensive. Delays in the
processing of appeals submitted affect sub-
stantially all health care providers but
especially those smaller, more remote
agencies in rural areas. The dollar amount
being appealed by a rural agency is typically
a fraction of the amount being contested
by a large institution, but to the small
rural institution such amounts represent a
significant portion of its operating budget
and consume inordinate amounts of scarce
staff time.

As the appeals process currently operates,
it discriminates against the rural provider
because the rural provider cannot
individually afford to lobby intensely in
Albany or with federal agencies — which
larger institutions with more staff resources
are better able to do. Because the lengthy
appeals process typically works on the
principle of “greasing the squeaky wheel”
first, the rural community provider’s case is
too often put on the bottom of the pile of
pending cases. Additionally, large appeals
(usually originating in larger institutions
found in metropolitan areas) tend to be
viewed as being more “critical” by the
reimbursement agencies and thercfore
receive higher priority treatment.

Recommended Actions:

1. Establish a follow-through monitoring of
the appeals process, particularly to
ensure that mandated time frames are
met.
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2. Establish a government watch dog or
oversight agency, to protect the interests
of rural health care providers.

3. Enwure that rural health financing issues
are directly recognized and incorporated
in reimbursed regulations, avoiding the
current “exceptions” treatment.

Issue 3: Rural health care providers are
frequently hampered in obtaining
necessary financing, especially for such
capital goods as equipment, new systems,
and facilities. Current government policy,
programs and regulations that pertain to
the acquisition of capital goods do not
adequately recognize the unique conditions
and needs of rural health care.

Recommended Actions

1. Suppo:t legislation that will allow the
Medical Care Facilities Finance Agency
to sell pooled funding vehicles — or
legislation that will allow rural banks to
lend money to groups of providers. At
this time, only bonds for single
institutions have been allowed. Techuical
assistance should be made available to
small institutions as part of this bonding
program, to assist them with the
paperwork.

2. Set up a revolving loan program to
enable institutions to borrow money ¢
low interest rates to experiment with
new ventures. This money. as it is
repaid, would be recycled to other
institutions for similar projects.

3. Eliminate the certification of need
process, which may take from six
months to three years, for new capital
(non-care) programs under $2 million.

Issue 4: There is a need to reexamine,
and possibly augment funding of rural
health services, especially those that are the
only source of care in a locaiity. Hospitals
are frequently used in rural areas as
vehicles to fill many nontraditional roles.
particularly in the areas of emergency
service, social services, and mental health.
Funding and delivery of these services are
not always provided in the most effective
manner. Additionally, as more alternative
providers of services are created, fragmen-
tation of scarce rural health dollars may
oceur, to the probable detriment of all.
Such finance issues need to be addressed
comprehensively to include all health care
needs and providers in the community.

Recommended Actions:

1. Increase the funding for ail providers to
subsidize the care of those who are
“medically indigent,” defined as those
who neither qualify for Medicaid nor
have private health insurance to pay for
their care.

2. Reexamine funding levels for rural
county health departments to encourage
participation in the delivery of health
and menal health services and increased
responsiveness to community health
needs.

3. Establish comparable grouping for
diagnostic and treatment centers for the
purpose of Medicaid rate setting,
(Presently. many rural centers are
grouped with urban clinics which are
not comparable but are grouped
together because they are “upstate™ v

NY()




Workshop Summaries

Developing a Partnership System

of Rural Health Services

Workshop Moderator: Senator Charles D. Cook

Facilitator/Recorder: Dr. Leonard Cutler

Resource Persons:

Ms. Doris Warrick

Ms. Euphemia Hall, Mr. Warren Marcus,

Workshop Summary: Presented by Dr. Leonard Cutler

Introductory Remarks:

Many of the issues raised in this workshop
touched on the same topics as those dealt
with by the other workshops, and
discussions reinforced the points already
articulated by members of the first three
groups. Among these topics were:

* Retention, recruitment, and training of
physicians and other I calth care profes-
sionals. Specifically, the structuring of
medical education and other health
professional education programs so they
are properly geared to prepare practi-
tioners for service in rural areas.

* More capital expenditures for plant and
equipment replacement, e.g., cutdated
buildings built in the 1960s with Hill-
Burton funds which are no longer
available; and providing capital to allow
rural hospitals to expand ambulatory
care.

* Funding mechanisms to promote

federal-state-community startup projects.

* Reimbursement which takes into
account special needs for rural popula-

tions particularly elderly/isolated.
27

* The need to enhance the role of the
HSA with respect to grant development
projects.

Two priority issues were identified,
however, and specific actions were pro-
posed to address these problems. In these
areas, as well as those mentioned above, it
should be noted that our recommendations
strongly support the findings of the other
grot ps.

Issue 1: The need to develop legislative
incentives — to promote networking, and
to establish eligibility for the waier of
state regulations for rural health care
providers.

Mair: Principies

* We need to establish a new network of
state-local, public-private, and rural-
urban partnership in the continuum of
health care.

* The rural hospital is a focal point and

vital component of this health care
continuum.
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Benefits

Reduced fragmentation of health care
services.

Greater sharing of information and
resources among rural providers in
order to promote continuity in patient
care,

The generation of an atmosphere for
proper planning to address change in
health care delivery systems.

Tools/Elements Utilized

28

Grant demonstration projects utilizing
incentives to p umote cooperation in
such areas as acute, primary, home
health, hospice, and respite care.

Use of a lead agency or agencies on
behalf of a provider or group of
providers,

Upfront funding for in-depth deselop-
ment of projects in the $10,000 to
$50,000 range.

As needed, for the duration of the
project, a continuation of waivers

required to successfully implement and
test the program.

As a prerequisite to be eligible for grant
funds, the lead agency or agencies must
have some communication with all
providers, and be aware of the level of
health care being provided within the same
service area.

The review proress for demonstration
grant proposals will begin with local HSA
review and recommendation to the Rural
Hospital Advisory Committee within the
State Department of Health, which will in
turn review proposals and make its
recommendations for grant awards to the
Commiissioner of Health,

Lead Agency for Initiating Action

The legislature may serve as a catabyst in
the grant award process by proposing
legislation stipulating that the Rural
Hospital Advisory Committee perform a
review function, and that the entire local
and siate reviews be coneluded within six
months,

34
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Issue 2: The need to create an indepen-
dent state health commission specifically

charged to serve as an advocate for rural

hospitals and other health care providers.

Main Principles

* A comprehensive health policy appro-
priate to rural New York State is
necessary.

* Health care providers niusi interact
vitally with other principal components
of rural life.

* All health care providers should be
subject to the same state regulatory
process, including certificate of need.

Benefits

* State policy geared to changing rural
circumstances will become more
sensitive to rural conditions.

* The state health care system will more
appropriately address the needs of the
state’s diverse rural areas.
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Unique rural factors that affect the cost
of health services will be reflected in the
adjustment of reimbursement rates and
regulations.

Tools/Elements Utilized

Creation of the New York State Rural
Health Commission, comprising seven
members, three appointed by the
Governor with the advice and consent of
the NYS Senate, and one to be
appointed by each of the following: the
Senate President Pro Tempore; the
Assembly Speaker; the Senate Minority
Leader; and the Assembly Minority
Leader.

The Commission would have the following
powers and duties:

1

N

To research, study, and develop a rural

health care policy for the State of New
York

. To consider, comment on, and [ ropose

to the legislature and to the exe.utive
branck, legislation, rules, and regulations
that will have an impac* upen the rural
health care delivery system.

. To review and comment upon pending

legislation, rules, and regulations (before
appropriate state agencies) that affect
the rural health care system.

To examine specific rural factors that
should be considered in reimbursement
for all sectors of health care.

. Upon request by rural appellanis, and

after a favorable case review, to serve as
an advocate with respect to rates,
reimbursements, and regulations that
apply to the rural health care provider.

. To ask for and receive in writing within

thirty days of initiation, a response to
pending requests before appropriate
state agencies.

Lead Agency for Initiating Action

NYS Legislature — to enact proposal in
1986 legislative session, to hecome
effective January 1987.
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Mu. Doris Warrick
Admimistrator

Mary McClellan Ho~pital
Box %6

Cambridge, New York 12816
518-677-2611

Resource Person

Mr. Richard E. Benoit
Presidem

Central New York
Ho-pital Aociation
3793 W idewaters Parkway
Syracuse, NY 13214
315-155-1851

Dr. Roger Cohen

Associate Viee Chaneellor
for Health Seiences

State Unneraty of New York

SUNY Plaza

Albany. NY 12246

518-473-1853
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M. Carol Frank Dye

Executive Director

Hospnal Trustees of
New York State

15 Computer Drive West

Albany, NY 12205

518-458-7940

Ms. Marguerita Fiorentino
Regional Program
Consultant, Rural Healtb
Dept. of Health &
Human Services
LS. Public Health Service
1115 E. Boston Po«t Road
Mamaroneck, NY 10343
212-264-2547

Ms. Lilian W.B. Fisher
Member

Board of Trustees
Little Falls Ho~pial
H0 Burwell Street
Little Fails, NY 13365
315-823-1000

Mr. Leo G. Friel

Administrator

The Hospital/Skilled
Nursing Faciliy

Pearl Street

Sidnes, NY 13838

607:563.3512

Mr. James Heath
Adnunmiarator

Catekill Memorial Howpita
Jefferson Heighte
Catshill, NY 12414
518-943-2000

Mr. William H. Hermann
Senior Vice President
Mary Imogene Basett Hosp
One \iwell Road
Cooperstown, VY 13326
607-547-3102

Mr. Frank M. Ishel!
Chief Exeanive Officer
Aurcha Osborn Fox
Memorial Hospital
‘ne Norton Avenue
Oneonta, NY 13820
607-132-2000

Ms. Doreen O, Laing

Director of Pauent Serviees

Chenango County Publie
Health Murung Sernvice

Coumy Office Building

Court Street

Norwich, NY 13815

607-335-460-4

Mr. Robert W. Lawrence

Administrator

Communny Hopnnal/
Skilled Nurung Facihty

Harper Street

Stamford, NY 12167

607-632-752)

Mr. Michael (. Mazzarella
Adminisrator

Northern Dutchess Hospua
13 Springbrook \senue
Rhinebeck, NY 12572
914-876-3001

Mr. Thomas J. Monahan
Aswociate Executine
Secretan
State Board for Medicine
State Educatron Depr,
Cultural Education Center
Albany, NY 12230
5184743811

Mr. Nicholas A. Prisco
Adminivtrator

Liule Falls Ho-pual
130 Burwell Sireet
Lattle Falls, \Y 13363
315-823-1000

Mu. Christine Pushkarsh
Direcior

Home Health Care Project
Catholie Chariues

39 Phallips Sireet

Albany, NY 12207
>18-163-4111
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Mr. Christopher .tush

Director for Long Term Care

Dwision of Medical
\ssistance

NY S Dept. of Social Seryices

W N Pearl Street

Albany. VY 1228

518-473-5507

Mr. Richard G. Smith
Hopnal Administrator
Onerda City Hovpital
321 Genesee Street
Oneida. NY 13421
315-3L.,-6000

Mr. Bruce Stanley
Executive Director

Health Sy<tem« \geney of
Northeastern New York, Iue.
73 New Seotland Ave.
Albany. NY 12208
S518-435-0511

Mr. Robert 1.. Telford
Executive Director
The Deposit

Foundauon, Ine.
97 Front Street. P O, Boy 41
Depoat. VY 13754
607-467-1000
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Appendix 2 — Resource Contacts

State Resources

Blue Cross of Northeastern
New York

Arthur Center

Drirector of Provider
Rembursement

P.O). Box 8650

Albanv. NY 12208

S18-471-5382

Clinical Medical Network
Utica College of
Syracuse University
Warren S, Mareos
Executne Director
Burrstone Road
Ltrea, VY 13502
3157244131

Family Planning Advocates
of New York State, Inc.

Shirtes Gordon

Exeentive Director

281 State Street

Atbanv, NY 12210

3 18- 136-8408

Home Care Association
of MY S, Inc.

Marvann E Burke

Deputy Darector

840 Jame Street

Svracuse, NY 13203

315-175-7229

Hospital Association of VYS

Seth Gordon

\swodiate Director ol
Professional and
Regulators Services

15 Computer Drive West

Albaes, \NY 12205

218- 158-79 10

Medical Society of New York
Jerry S Hoffman
Exeeutine Director

90 South Swan Street
Athanv. VY 12210
518-165-8085

Mental Health A sociation
of New York State, Ine,

Luailie Pritchard

Execntive Director

196 Morton \venue

Alhans. VY 12210

218- 195677

NYS Assembly Committee
on Health

Awemblyman
James R Fallon, Jr.
(hairman

Room §22

Legislative Office Buadlding

Albanmy, NY 12288

318-155-1616

NYS Association of Counties
Edwin L. Craw ford
Executne Director

150 State Street

Adbany, NY 12207
218-165-1173

NY S Catholic Conference
J. Afan Davatt

Fxecutive Director

1t North Pear] Street
Abany, VY 12207
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WS Council of Churches
Jon Reger

Executine Prrector

3049 E. Genesee Street
Svracuse, VY 13221
31-H6-6151

MS Couneil on Children
and Families

Joseph } Coccorza, Ph.D

Fxeccutine Darector

ESP. Coming Tower.

28th Floor

Albany, \Y 12223

S18-17 1-8038

M S Department of

Social Services
Chnistopher Rush
Drrector for Long Ferm Care
Piavon of

Medwal Asastanee
W North Peart Street
Afhans, VY 12213
S18-173-5507

M8 Health Care Financing
Council

Barret] Jetlers

Director

Agenay Bldg 4 lo6th Floor

Empire State Plaza

Athany, VY 12297

SUB-155-20607

NYS Health Department
Ronald Rouse

Aswociate Darector

Puwivion of Planning, Polwe.
and Resource Deselopment
Tower Baldhayg - Room 1619
Albany. VY 12237

S18-473- 1700

NS Hospice Association
Carol Selinske

Executne Diector

168 Rosedale Aver ae
Whate Plains. VY 10605
911-916-7699

VS Legislative
Commission on
Rural Resources

Ronald (.. Brach

Exeeutne Director

Box 7019, AES OB,

Alhanmy, VY 12225

318-155-2511

MY VL ees Association
Beth Eckier

Community Health N
2H3 Western \venue
Guitderland. \NY 12084
218-156 5371

MYS Office of Mental Health
Stephen Ko hats, D,
Commisaoner

1 Holtand \venue

Atbany. VY 12229

D817 16367

NYS Publie Health
\swociation

fan Dorman

Facentive Director

90 South Swan Mcet

Athanye VY 12290

218-159-7305

WS Senate Committer
<1 Health
or Farky Lombards, Jr
man
Room 612
LEegislatne Olbee Bunldaing
Athany, NY 12247
8- 155-3511
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National Resources

Anmierican Rural Health
Assnci  on

Sam Corac Ph.b.

Preadem

Estht Weaver Bldg.

Unwersity Park. A 6802

814-865-9591

American Small and Rural
Honpital Association

Marun F. Goetee

Charrman

1000 161h Street. \ W,

lower Level 10

W ashington. DC 20036

202-331-8615

Bureau of Health Care
Delivery and Assistance/
Dept. of Haglth &
Hums  crvices

John Hisre

Room 7\-53.

Park Lawn Bldg

5600 Fishers Lane

Rockwille, MD 20857

301-413-2220

Council of

State Governments
Fran Berry
Health Analva
Iron Work« Pike
P.O. Box 11910
Levmgion. KY 40578
606-252.229]

Health & Human Senvices
Departmen

Robert 3. Helms

Acting Assistant Secretan

Planming and Evaluation

200 Independenee Ave . S W,

Washington, DG 20201

202-245-7397

Health Care Financing
Administration

Carohine K. Davis

Admumatrator

330 Independence ve .S W

Washmgron. DC. 20201

202-245-6113
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House Appropriations
Comniittee
Subiconim. on Ag.,
Rurzl Devel,, &
Related Agencies

Janue L. W lhatien

Charrman

2362 Ray burn Honse
Offiee Bldg

Washington, DC 20515

202-225-2638

House Appropriations
Commiiltee
Subcomm. on Labeor,
Health & Human Senvices
Education, &

Related Agencies
William 11 Natcher
Chairman
2358 Ras burn llouse

Office Bldg.

W ashington, DC 20515

202.225-3508

National Associulion of
Community Health
Centers

David Casenaugh

Poliev Analysis Dept.

1623 L. Street. VW,

Sunte 420

Washington, DG 20006

202-833-9280

N - onal Centers for
Discase Control

James Mason. M.D

Director

1600 Chifton Road

Atlanta. G\ 30334

104-329-3311

National Conference of
State Legislatures

Robert Pieree

Health Analvst

1050 171h Street

Surte 2100

Demver, CO 80265

303-623-7800

National Foundation for
Rural Medical Care

Gregory J. Merts

Clnef of Operations

113 Landmark Square

Virgima Beach, VA 23452

80--186-0478

National Health Senvice
Corps/
Dept. of Health &
Human Services

Jeffers Human

Deputy Direetor

Room 6-10 Park Lawn Bldg

56 Fishers Lane

Rockville, MD 20857

J01-443-2900

National Rural Health
Care Awssociation

Robert T Van Hook

Exeentne Director

2220 Holmes

Ransas Catv. MO 61018

816-121-3075

Natior 1l Rural Primary
Care Association

LJan Strange

Faecutine Direcror

PO Box 1211

Waterville. ME 04901

207-873-7781
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Rural & Migrant Health
Services/Dept. of Heatth
& tluman Senvice

Marguenita Fiorencam

Regional Program
Consultam

26 Federal Plaza

New York. VY 10278

212:264-2540

Rural Governments
Coalition

Richard (. Hartman

Chairman

/0 National \swov. of
Regional Counals

1700 K Street, \W.

Washington, DC. 20006

2024570710

Senate Appropriaiions
Committee
Subcomm. on Ag., Rural
Devel., and
Related Agencies
Thad {'ochran
Chairman
Dirkeen Offy - Bidg. — 180
Washimgton. 14, 20510
202.224.7272

Senate Appropriations
Committee
Subcomm. on Laber,
Health & Human
Services, Education, &
Related Agencies

Lowell P Weicker. Jr

Chairman

Dirksen Office Bldg. - 131

Washington. DC 20510

202-224-7283

LS Conference of Local
Health Officers

John J Gunther

Executne Director

1629 1 Street. MW

W ashington, DC 2006

202-293.73 0




Appendix 3 — White Paper Abstracts

The following is a summar~ of the white
papers prepared for the Rural Health
Symposium. Copies of the original papers
may be obtained by contacting the
Commission office.

Rural Hospitals and
Access to Medicai Care:
Social Versus
Economic Models

by William F. Streck, M.D.

Four general themes are discussed in Mr.
Streck’s paper: 1) the two dominant
political actions that have influenced the
development of rural heal'h care since the
1940s — the Hill-Burton Act in 1946 and
the Medicaid/Medicare Act in 1964; 2) the
consequences of these two pieces of legisla-
tion and how they have become politically
and financiaily unacceptable since the late
1970s and early 1980s; 3) the past and
present problems of access to health care
in rural areas; and 4) the consequences of
current political approaches now being
taken in sohing health care problems in
general in the US. - iral providers,
such approaches have resulted in: smaller
hospitals which are capital poor, techno-
logically behind, and economically threat-
ened by the new federal reimbursement
strategies; more physicians — who are not,
unfcrtunately, choosing to work in rural
areas; and, hardships for the poor and
elderly via the decreased federal and state
expenditures for health care.

Mr. Streck concludes with siv
recommendations which would enhance
New York’s rural health care system:

* Rural health care must be recognized as
a distinct part of a complex system.

* (Centralization of resources must be
viewed as distinet from urbanization of
resources.
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* Capital support of rural hospitals must
be provided.

* Transportation systems are an essential
part of the delivery of health care in
rural areas and should be seen as so.

* Educational programs in rural settings
must tahe a more integral role in insur-
ing maintenance ¢f services, access to
specialty care, and developing programs
tailored for rural areas.

* New models for providing health care in
raral areas must be developed.

Issues in Rural Health
Care Delivery

by David F. Perry

Mr. Perry’s white paper outlines the many
changes currently occurring in health care
delivery in New York State and just how
small and rural hospitals fare (and may
fare in the future) in relation to these
changes. He then delves into the areas of
capital, manpower, networking and inte-
grated system design, and regulations, again
discussed in relation to health care in
gener.] throughout New York State and
rural health care in particular.

Issues in Rural Health Care Delivery
contains detailed information in the
“Manpower” section on chronic shortages
and geographic maldistribution of skifled
health care personnel — including a
county-hy-county map showing the
number of physicians per 1000 population,
The “Manpower™ section concludes with a
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list and brief description of major programs
and initiatives now in progress to help
alleviate shortages.

The “Networking and Integrated System
Design™ section urges a stepped-up effore
toward joint networking and creating
alliances within internal and external rural
health care structures. The *Regulations”
section, meanwhile, stresses a wish for the
avoidance of imposing arbitrary or
unnecessary standards on rural health care
delivery sinee, as usually occurs, regulations
are routinely written to addiess urban
problems yet end up being apjiied state-
wide. These regulations frequently become
equally binding upon rural facilities. Thus,
the author woull like to see regulatory
sensitivity as well as regulatory flexibility.

Developing a Workable
State-Local, Public-Private

Partnership System of
Rural Health Services

hy Euphemia Hall and Warren Marcus

The authors present a five-part paper that
is comprehensive in both presenting an
overview of rural heaith care and in
recommending goals, strategies, and action
steps to achieve better state-local, public-
private relationships in rural health care.
The paper contains three specific public
policy goals, 23 strategies that could help
in achieving those goals. and a summary
of what steps have been taken so far,
including speculations on how these (and
other) steps will or may aifect the future
of rural health care in the state.

The full spectrum of rural health care
and related esmmunity services are men-
tioned in relation to developing these new
partnerships: home health care, primary
care, tertiary care, public health nursing,
family planning, nutrition, and emergency
medical services. Important points
stressed in the paper are: 1) rural areas
experience gaps in the above-mentioned
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scervices: 2) eurrent regulations for rural
health care are a piecemeal, bandaid
appro-ch in selving problems; and, 3) new
state-local, public-private parinerships will
require the invohement of all parties
affecting rural health care.

Rural Health Care

Financing

by John J. Finn

This white paper starts from the statement
that New York State has vet to express a
.ural health care policy per se. Mr. Finn
discusses the many implications of this lack
of policy, particularly the financial burdens
created for rural health care providers. He
then discusses five areas of rural health
care that must be recognized and dealt
with in the reimbursement system the state
will .entully come up with (three systems
are now under consideration): low popula-
tion density, distance, decreased availability
of home eare, lach of competition, and
absence of commercially competitive
ancillary services Also mentioned are
problems of capital financing the ¢t
implications of PPS and DRG syst. s for
rural health care.

“Rural Health Care Financing” concludes
noting that beginning in 1987 there will be
a new system of payment for non-Medicare
payers in New York State. Mr. Finn urges
that whatever system is adopted. it must
both recognize rural differences and be
sensitive to those differences a la the five
areas mentioned above. Examples are
provided. Closing the paper. two strong
observations are offered: rural providers
must organize in a manner that will effec
tively vepresent their interests and there
should he formations of linkages among
rural health care providers. Tie author
believes in the networking of laboratories,
radiology departments, computer systems,
and finaneial services,
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